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EDITORIAL COMMENTARYTo stent or stent-graft? It dependsJames I. Fann, MDSee related article on pages 3003-11.Endovascular treatment of thoracic aortic disorders has
upended much of what we had convinced ourselves was
the right way to do things in the open surgical past. For
those keeping track, it has been more than 2 decades since
the first endovascular stent-graft was deployed in the
treatment of thoracic aortic aneurysms. It has also been
that long since the first endovascular approach to direct
stenting of compromised branches from a dissected thoracic
aorta. Although the medical management of uncomplicated
acute type B dissection is preferred, once complications
develop the optimal approach becomes less well-defined,
mainly because of the variability of end-organ ischemia
and injury, the more severe of which is associated with a
correspondingly worse outcome.
In their study, Massmann and colleagues1 address a
difficult to treat subset of patients presenting with acute
type B dissection—namely, those with the complication of
visceral ischemia. To define perhaps the optimal therapeutic
approach requires one to set the baseline by thoughtfully eval-
uating the outcomes of that approach. In this case, 14 patients
with gastrointestinal malperfusion complicating acute type B
dissection aremanagedwith a specific focus on reestablishing
flow to the visceral branches through endovascular stenting,
which is in contradistinction to thoracic aortic stent-
grafting. More important than the study limitations relating
to the small number of patients in a retrospective analysis is
the thought process that pervades the procedural description,
making a case for addressing the anatomic and physiologic
variability and arguing for an individualized approach.
Insightfully, Massmann and colleagues1 describe a consid-
ered approach to the early treatment of these patients; in
fact, in many cases, the initial approach is directed at the de-
scending thoracic aorta followed, if necessary, by intervening
on the affected visceral vessel. So, not surprisingly, the
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3012 The Journal of Thoracic and Cardiovascular SurBecause not all patients demonstrated angiographic
narrowing of the visceral vessel in this series, one should
not underestimate the impact of proximal true-lumen
compression on visceral perfusion. The first step of
endovascular treatment addressed inflow issues and
stenting of the compressed proximal true lumen with a
self-expandable stent. But such an approach can have
unintended consequences or unfulfilled expectations, as
some required further stenting of the infrarenal aorta to
provide flow to the inferior mesenteric artery and iliac
arteries. After aortic stenting, persistently compromised
visceral arteries in a small fraction of patients were
directly treated with balloon-expandable stents. Also
important, and mentioned in passing, the commonly used
fenestration was not in of itself of substantive benefit in their
experience.
Recognizing that this endovascular approach is not
entirely new, as other investigators have successfully
intervened on similar patient subsets in the past, Massmann
and colleagues1 make an effort to document the outcome
beyond the early perioperative period, particularly as it
relates to patient survival, late complications, and aortic
remodeling. Clearly, the aortic pathology and technical con-
straints are dynamic, and what one sees early may not be
what it is later. In particular, at 1 week of follow-up, there
were 4 cases of collapsed or compressed aortic stents, which
were unexpected and not wholly accounted for. The
collapsed stents were balloon dilated, but collapse recurred
1 month later. One of the stents fractured at 3 months
of follow-up; however, the cause of stent collapse in the
others remained elusive andmight be related to lack of com-
plete stent expansion, with resultant less radial force or
persistent pulsatile flow in the false lumen. Regarding the
fate of the aorta, Massmann and colleagues1 appreciated
no increase in the descending thoracic aortic diameter dur-
ing follow-up; however, 1 patient had an increased abdom-
inal aortic diameter. Even with thoracic aortic stenting,
the false lumen remained patent without thrombosis.
Although 2 patients subsequently required aortic valve
and ascending aortic replacement for ascending aortic aneu-
rysm, none needed intervention on the descending aorta.
Fortunately, and notwithstanding the mechanical complica-
tions, the patients remained free of symptoms during
medium-term follow-up. Nonetheless, it is unclear as to
the long-term outcome and whether further intervention
will be necessary.
Massmann and colleagues1 acknowledge that their
experience does not prove that their approach is the best
approach. It does, however, support a compelling argumentgery c December 2014
Fann Editorial Commentarythat uncovered stenting has a role, perhaps a very good one,
in the primary treatment of these complicated cases. Just as
they are thoughtful and considered in planning their
approach, readers likewise should be thoughtful in inter-
preting their findings. Perhaps a longer follow-up of a larger
number of patients and the use of this technique at other
institutions will provide the needed support. No doubtThe Journal of Thoracic and Carmore experience will help us define the best technique—
until then, to stent or stent-graft? It depends.Reference
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